Pulmonary mycetoma-like lesion caused by Candida tropicalis  by Prats, E. et al.
Respiratory Medicine (1995) 89, 303-304 
Case Reports 
Pulmonary mycetoma-like lesion caused by 
Candida tropicalis 
E. PRATS*, J. SANS, J. VALLDEPERAS, J. E. FERRER? AND F. MANRESA 
Serveis de Pneumologia i TAnatomia Patolhgica, Hospital de Bellvitge, L’Hospitalet, Barcelona, Spain 
Introduction 
The saprophytic nature of the Candida species in 
the human respiratory tract obscures diagnosis of 
Candida pulmonary infections. Isolation of Candida 
from cultures in the respiratory tree may only repre- 
sent colonization of the mucosa. Therefore, the 
definitive diagnosis of pulmonary candidiasis is based 
on demonstration of the fungus in lung tissue with 
associated inflammation. We report a case of Can- 
dida tropicalis pulmonary infection in a man with 
underlying neoplastic disease, and a radiological 
image of mycetoma-like lesion. 
Case Report 
A 62-year-old man with a history of 66 pack/year 
cigarette smoking was diagnosed in August 1991 with 
a T4N2Ml squamous cell carcinoma, involving the 
right superior sulcus with metastases to D2-D4 
vertebral bodies. He was treated with locoregional 
radiotherapy (60 Gray), and showed a good response 
with stabilization of the neoplastic disease. In 
January 1993, he was diagnosed with late post- 
radiation myelitis and he was treated with dexam- 
ethasone (12mg day-‘). In May 1993, he was 
readmitted with 15 days clinical history of cough, 
mucopurulent expectoration (occasionally haemop- 
tysis), dyspnoea and fever (38°C). Paraparesis, 
Cushingoid appearance and rhonchi over the lung 
fields were present on physical examination. 
Laboratory examination revealed: erythrocyte 
sedimentation rate 140 mm, haemoglobin 11.4 g 
dl ~ ’ , leucocyte count 11 000 mm - 3 (66% neutro- 
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phils and 15% band forms), platelet count 
334 000 mm - 3, albumin 23 g dl - I and Lactate dehy- 
drogenase 12.1 pkat l- ‘. The chest X-ray showed 
a paramediastinal right side opacity, which had 
been present on previous post-treatment films con- 
sistent with a dense post-radiation fibrosis (Plate 1). 
In the left upper lobe, a new lesion with a mass 
inside (mycetoma-like lesion) was evident. Sputum 
Gram stain showed a large number of pneumococci 
and neutrophils. Ziehl-Neelsen stain was negative. 
Bronchoscopy showed inflamed mucosa with no 
endobronchial tumours in the left bronchial tree. 
Bronchial aspirate and bronchial biopsy were 
negative for neoplastic disease. 
Due to the clinical suspicion of a lung abscess, the 
patient was started on clindamycin (600 mg four 
times a day). After an initial partial-clinical response 
with no radiologic changes, the patient deteriorated, 
complicating the performance of other procedures 
such as lung CT scan with transthoracic needle 
aspiration. The patient died 12 days after admission. 
An immediate post-mortem transthoracic needle 
aspiration and biopsy of the left upper lobe 
lesion were performed. The culture of the puncture 
sample yielded a moderate amount of C. tropicalis. 
Culture for aerobic, anaerobic and mycobacteria was 
negative. The transthoracic tissue biopsy showed 
yeasts with pseudohyphae in a necrotic area with 
granulocyte infiltration. 
Discussion 
Pulmonary candidiasis is a rare condition that 
usually occurs in immunosuppressed patients (1). The 
diagnosis of pulmonary candidiasis is difficult 
because there is no specific clinicoradiologic picture, 
and because the presence of Candida in sputum and 
other respiratory specimens may be due to contami- 
nation. Thus a definitive diagnosis must be based on 
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Plate I Chest roentsrenoeram 
lesion in the left upper?obey 
showing a mycetoma-like 
the histopathologic demonstration, or the culture of 
pulmonary tissue specimens (l-3). Pulmonary inva- 
sion by Candida sp is the result of seeding in the lung 
during haematogenous dissemination or aspiration 
from contaminated upper airways. This last patho- 
genesis is particularly common among patients with 
neoplasia or chronic debilitating disease (4). 
On chest X-ray, pulmonary candidiasis has been 
observed as bilateral bronchopulmonary infiltrates, a 
large cavitation and even pulmonary abscess (5,6). 
Our patient presented with an acute, appearing 
mycetoma-like pulmonary lesion. In the immunosup- 
pressed host, this type of lesion is frequently caused 
by Aspergillus sp. Only a few reports of mycetoma- 
like lesions caused by Candida infections are to be 
found in the literature (7-10). We emphasize that in 
the immunosuppressed host, a mycetoma-like lesion 
may be caused by Candida pulmonary infection. 
Some cases have been reported in which the diag- 
nosis of pulmonary candidiasis was made solely on 
the basis of microbiologic analysis of possibly- 
contaminated respiratory samples (7,9). The culture 
of a non-contaminated respiratory sample, such as 
transthoracic needle aspiration, could be evidence 
of Candida infection. In our case, we isolated 
C. tropicalis in the culture of the lung puncture 
performed immediately post-mortem, and its caus- 
ative role in the pulmonary infection was confirmed 
by its finding in the lung biopsy. 
We believe that transthoracic needle aspiration is a 
valid procedure for diagnosing Candida pulmonary 
infection, it is well tolerated by the patient and is less 
traumatic than lung biopsy (11). It allows a reliable 
pulmonary specimen to be obtained, and avoids 
the presence of contaminating micro-organisms 
frequently found in sputum and bronchial washings. 
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